SUMMARY In midline myelotomy a small mechanical or radiofrequency lesion was made at the centre of the spinal cord at a single segment at the thoracolumbar junction or at C1. This procedure was used for the management of cancer pain in 20 patients, in four of whom it was combined with unilateral cordotomy. Of 14 patients with myelotomy alone at the thoracolumbar junction 10 (71.5%) had satisfactory relief of pain, with no complications or untoward sideeffects.
A new procedure is described, in which midline myelotomy is limited to a single segment for the treatment of midline pelvic pain from cancer.
Both lateral spinothalamic tractotomy and commissural myelotomyl-5 are accepted techniques for the treatment of intractable pain, particularly after malignancy. However, cordotomy has proved to be disappointing for pelvic or midline pain, and pain may return even after initial good relief. Classical commissural myelotomy involves a relatively extensive spinal cord section and may be followed by impairment of function of the lower extremities for several weeks. ' 24 It has been reported that pain relief often exceeds the amount of analgesia produced after commissural myelotomy. ' 2 45 Both the recurrence of pain after cordotomy, even with excellent analgesia, and the relief of pain without analgesia in myelotomy suggest the existence of a spinal cord pathway in addition to the lateral spinothalamic tract. Hitchcock6-8 and Schvartz3 "'°concluded that an extralemniscal pathway lies in the centre of the cord at the cervicomedullary junction, and they produce stereotactic lesions in that area for treatment of pain throughout the body.368 10 Schvartz'°suggested 96 that this previously undescribed pathway ascends throughout the centre of the cord, and it is probably continuous with the medullary pathway described by Collins and Randt. '6 17 Similar considerations have led another surgeon to perform the operation of Hitchcock and Schvartz by open cervical mytlotomy at the C, level (King, JS: personal communication, 1979). He had 10 patients in his series, with a 65% success rate, two in collaboration with one of us (PLG). Another group has been making limited radiofrequency lesions at various thoracic levels with results similar to ours. '5 The precise location and nature of this hypothetical pathway has not yet been determined by anatomical techniques, probably because it consists of many diffuse multisynaptic fibres. It is possible that the pathway under question ascends in the most anterior portion of the dorsal columns, where there is a dense bundle of fibres forming a compact bundle. It is likely that this extralemniscal pathway is the same that ascends in the vicinity of the central canal at midbrain levels. '8-20 Sourek4 presents another possible explanation for the effectiveness of myelotomy in relieving pain, even in the absence of analgesia. He notes that there is invariably minimal damage to the dorsal funiculi in addition to the damage to the decussating spinothalamic tract fibres, and hypothesises that this combined lesion to two phylogenetically and functionally different fibre systems may distort the normal time and space pattern of impulses in order to eliminate the perception of the pathological pain.
